Background: Placenta previa and accreta is considered a severe pregnancy complication that may be associated with massive and potentially life-threatening intrapartum and postpartum hemorrhage, so it has become one of the most important leading cause of emergency hysterectomy which represents 40-60% of cases. Maternal morbidity had been reported to occur in up to 60% and mortality in up to 7% of women with placenta accreta. Also the additional potential intra operative and post-operative morbidity were associated with massive blood transfusion, hypovolymea, surgical injury to the ureters, bladder, bowel, or neurovascular structures; adult respiratory distress syndrome, need for blood transfusion, electrolyte imbalance, renal failure and infection.
Introduction
PLACENTA previa and placenta accreta is considered a severe pregnancy complication that may be associated with massive and potentially lifethreatening intra partum and postpartum hemorrhage [1] , so it has become one of the most important leading cause of emergency hysterectomy which represents 40-60% of cases [2] , also that may be lead to surgical injury to the ureters, bladder, bowel, or neurovascular structures; adult respiratory distress syndrome; acute transfusion reaction; electrolyte imbalance; and renal failure. The average blood loss at delivery in women with placenta accreta is 3,000-5,000mL. As many as 90% of patients with placenta accreta require blood transfusion, and 40% require more than 10 units of packed red blood cells. Maternal mortality with placenta accreta has been reported to be as high as 7%. Maternal death may occur despite optimal planning, transfusion management, and surgical care [3] .
Placenta previa complicates approximately 0.4% pregnant women [4] and has a mortality rate of 0.03% [5] .
In the period of 1982-2002, researchers have reported the incidence of placenta accreta as 1 in 533 deliveries [6] . The marked increase in the incidence has been attributed to the increasing prevalence of cesarean delivery in the recent years.
The incidence of prenatal complications is also increased mainly due to preterm birth and small for gestational age fetuses [7] , also the incidence of RDS in infants delivered at 30-35 weeks gestation by cesarean section was significantly higher in mothers with placenta previa than in women without placenta previa [8] . Placenta previa also was weakly but significantly associated with an increased risk of major congenital anomalies [9] .
Patients and Methods

Setting:
The study was conducted at Women's Health Hospital, Assiut University.
Subjects:
All cases delivered at Women's Health Hospital Assiut University from January 2016 to December 2016 including all cases of placenta previa with or without placenta accreta.
Study design:
It is a retrospective descriptive study from available data, all cases was evaluated as regrdes history and examination, ultrasound report, vaginal ultrasound report if done, doppler if done to knew if there is abnormal placentation as placenta accreta and its degree, hemoglobin and platelets levels before delivery.
Maternal outcomes: A-Intra-operative:
Type of cesarean section, amount of blood loss during the procedure, need for blood transfusion and type and amount of blood products, presence of abnormal placentation (accreta & increta or percreta), injury to nearby structures as bladder & colon or ureter & vascular injury, hysterectomy if done: Total or subtotal, the need for additional surgical step as (uterine artery ligation, intra uterine balloon insertion, transverse B-Lynch. Radiological intervention (IIAE), leave placenta in situ.
B-Post-operative:
Post-operative hemoglobin, post partum hemorrhage. Post partum pelvic hematoma, ICU admission, need for blood transfusion, need for second operation, DVT or pulmonary embolism, post-operative infection, maternal mortality, postoperative duration of hospital stay.
Neonatal outcome:
Gestational age at termination, birth weight, Apgar score at 1 minute and after 5 minutes, the need for assisted ventilation, congenital anomaly, NICU admission, neonatal mortality.
Statistical analysis:
Gathered data was processed using Statistical Package of Social Sciences Version 16.0 (SPSS Version 16.0 Inc., Chicago, IL, USA). Quantitative data was expressed as means ± Standard Deviation (SD) as appropriate. Qualitative data was expressed as frequency (numbers) and percentages. The results for all categorical variables were given in the form of rates (%). Student t-test was used to test significance of difference for quantitative variables that follow normal distribution. Chi Squares and Fishers Exact tests were used to test significance of difference for qualitative variables. The independent data of the study was conducted and analyzed. A probability value (p-value) <0.05 was considered statistically significant. 
Results
Discussion
Maternal and fetal morbidity and mortality from placenta previa and placenta accreta present a challenge to the obstetricians. and are associated with high demands on health resources. With the rising incidence of caesarean sections combined with increasing maternal age, the number of cases of placenta praevia and its complications, will continue to increase [10] .
The aim of this study was to evaluate the incidence of placenta previa and accreta in the period from January 2016 to December 2016, and to evaluate the maternal and neonatal outcomes.
The study was a retrospective descriptive study.
The study was conducted at Women's Health Hospital, Assuit University over the period from January 2016 to December 2016.
In the present study the incidence of placenta previa was 1.98% that is higher than which reported 0.4% [4] . Also the incidence of placenta accreta was 0.4% also higher than which reported 1/533 deliveries [6] . This alarming increase appears to be directly related to the rising rates of Cesarean delivery also this risk increase with increase number of cesarean section.
In the present study 267 cases (94.0%) received blood transfusion intra operativly, there were some cases needed up to 25 units of blood. The present finding were similar to that of [11] , who reported that approximately 75% of patients required blood transfusion with a mean of 5.4 ±2.1 units of RBCs [11] . Thus, blood transfusion should be anticipated, and massive transfusion is not rare in these obstetric disasters.
In our study ICU admission needed in 35 cases (7.09%), this is in agreement with [7] who reported that ICU admissions are high in patients with placenta previa and accreta.
In our study bladder injury was occurred in 33 cases (12.36%). Also ureteric injury occurred in 3 cases (1.1%). Also we reported one case (0.37%) of colonic injury. Also we reported one case (0.37%) of vascular injury, that is in agreement with [12] who reported that surgical complications such as cystotomy, ureteric and vascular injury are more with placenta accreta.
In the present study, the placenta left in situ in one case of placenta previa accreta. This case ended by post-operative uterine sepsis and ended by hysterectomy, this is in contrast that of [13] who reported that conservative management with leaving placenta in situ is an option and may decrease blood loss and other perioperative morbidity in select patients, and in agreement with [14] who choose to go ahead with a hysterectomy and reserve this management option only for patients who have minimal blood loss and strongly desire fertility preservation.
In our study transverse B Lynch was performed in 10 cases (3.75%) 5 cases of them needed blood transfusion post-operatively, 4 cases admitted to ICU, one case complicated by post-operative pelvic hematoma, these results are consistent with the study of [15] who reported that transverse B-Lynch sutures are also effective in controlling bleeding from placenta accreta cases. The new modification of B Lynch by making horizontal sutures passed in a vascular area in the broad ligament make more tension around and pressure in the lower segment so the technique easily applied to placenta previa and accreta.
In our study intra uterine balloon insertion plus uterine artery ligation were performed in 6 cases (2.25%). All of them needed blood transfusion post-operatively & post-operative internal hemorrhage and re exploration occurred in 2 cases. Also there is one case need admission to ICU, and this is consistent with [17] [18] [19] . Who reported that intrauterine balloon tamponade is another minimal to noninvasive procedures in treatment of intra operative and postpartum hemorrhage and preserve the uterus.
In our study uterine artery ligation was performed in 166 cases (62.1 %), this is in agreement with many authors who advocate routine uterine artery ligation in placenta accreta [19, 20] compared bilateral uterine artery ligation with a new compression suture of lower uterine segment and reported shorter operative time and less blood loss with bilateral uterine artery ligation. Another study done at Tanta University Hospital which reported 100% success of double uterine artery ligation in management of placenta accreta [21] . Others reported no value for this ligation [22] .
In our study cesarean hysterectomy was performed in 37 cases (13.86%), that is similar to that reported by [23] who found that hysterectomy is the most commonly performed procedure for the control of obstetric haemorrhage. 27 cases (48%) of them needed blood transfusion post-operatively, 3 cases (5.3%) of them complaining of post-operative internal hemorrhage and need reoperation, one case suffered from post partum hemorrhage. 21 cases (37.5%) admitted to ICU, this is in agreement with the study of [7] who reported postoperatively, febrile complications and bowel dysfunction are relatively frequent. Also maternal mortality occurred in 3 cases (5.3%), this rate was more than that of [23] who reported rate of 1.0%, whereas other studies have described perioperative death rates of 1-6% [24, 25] .
In our study re-operation was required in 8 cases (2.9%), this is in agreement with [6] who reported that maternal morbidity as re-operation is high in patients with placenta accerta.
In our study radiological internal iliac artery embolization was performed only in 4 cases (1.5%) this is consistent with [26, 27] who reported that internal iliac artery embolization is beneficial to decrease the morbidity associated with placenta accreta. In this study we founda limited use of this procedure, that is because this procedure requires high medical costs and sophisticated facilities [28] .
In our study maternal mortality occurred in 4 cases (7.2%) of cases of placenta accreta, this is greater than which reported by [29] who found that maternal mortality rate in cases of placenta previa was 0.3% and about 7% in cases of placenta accreta. That is may be due to the improper preparation for cases and may be due to most of cases come in an emergency state and the operation done by non experience doctor, also may be due to the delayed decision to do hysterectomy.
In our study, the mean gestational age was 34.73 ±2.8 weeks. Also there were 61 neonatal cases (22.8%) needed assisted ventilation in the form of ambu bag or endotrachial intubation gestation. NICU admission needed in 41 neonatal cases (15.4%), and neonatal mortality reported in 7 neonatal cases (2.6%), and this is in agreement with [7] who reported that perinatal complications are increased in cases of placenta previa and accreta due to preterm deliveries.
In our study congenital anomalies were reported in one neonatal case (0.4%). This is smaller than what is reported by () who found 6.2% of women with placenta previa delivered a singleton infant with a major congenital malformation, compared with 3.8% of unaffected women. This is may be due to the sample size that was insufficient to detect the actual rats of congenital anomalies in these obstetric patients.
